Two landmark Supreme Court decisions during the early 1970s led the way for federal legislation mandating that schools provide equal educational opportunities for all handicapped children. 1 Columbia, 1972) defined education "as more than reading, writing, and arithmetic-that indeed, education could be learning to dress oneself, or even becoming toilet trained." 3 In November 1975, the Education For All Handicapped Children Act, Public Law 94-142, was signed into law. Although the various state legislation and educational mandates differ, each requires educational services for all children and youths, regardless of the type or severity of their handicapping conditions.
, 2 The Waddy decision (Mills v Board of Education of the District of
According to the Rules and Regulations of Public Law 94-142, education is "specially designed instruction ... to meet the unique needs of the handicapped child, including classroom instruction, and instruction in hospitals and institutions " 4 Close examination of the full text of this definition, however, reveals that the only required curriculum for the handicapped child is physical education. 5 Physical education services are to be individually designed, if necessary, when they are made available to every disabled child receiving a public education. 6 The major impact of Public Law 94-142 on physical education has been expansion of already existing programs and creation of adapted physical education programs in schools where none previously existed. 3 Public Law 94-142 also states that related services for handicapped children should include "such developmental, corrective, and supportive services as speech pathology and audiology, psychology, physical and occupational therapy ' 4 (P42479) These services are intended to augment the educational program designed for the handicapped student and to allow the student to derive maximum benefit from that program. The physical therapist, thus, entered the educational system to contribute to the student's education by providing what had previously been considered medical services. This involvement in the educational setting created possible overlaps between the roles of the physical therapist and the roles of the adapted physical educator.
Through Right to Education legislation, the physical therapist and the adapted physical educator both serve the same population, provide services in the same environment, and use their respective specialized training and abilities to assist the disabled child in achieving maximum benefit from an educational program. The adapted physical educator and physical therapist also derive their expertise from similar academic preparation in anatomy, kinesiology, physiology, motor development, and therapeutic exercise. 7 Given the commonalities between these professionals and the vagueness RESEARCH of Public Law 94-142 guidelines, the potential for role conflict exists.
The American Alliance for Health, Physical Education, and Recreation (AAHPER) attempted to clarify the role of the adapted physical educator in its publication, The Adapted Physical Education Guidelines Theory and Practice for the Seventies and Eighties* Included are the aims, objectives, and specific role responsibilities for the adapted physical educator.
Physical therapists also required role delineation in accordance with the new law. Traditionally, the physical therapist has taken the child out of the classroom and provided treatment in a specially equipped setting. Since the enactment of Public Law 94-142, however, the therapist spends more time in the classroom and has the opportunity to enhance the child's level of functioning within this environment. With this expanded role, new responsibilities are indicated. No guidelines for practice for this shift in service delivery, however, have been delineated in the law or in its regulations. Many therapists brought previously learned expectations from the medical model into the educational system. In 1978, Levangie found that confusion existed in the medical versus educational role definition for the physical therapists providing services in the schools. 9 In 1980, the American Physical Therapy Association published a document entitled "Physical Therapy Practice in Educational Environments: Policies, Guidelines, and Background Information." 10 This document helped establish a role model for the physical therapist working in the educational environment in compliance with the Right to Education laws, with physical therapy practice acts, and with the profession's Standards of Practice and the CODE OF ETHICS. Using the APTA role model, Eastman's study in 1980 found that a transition from the traditional medical model toward the educational model had placed emphasis on the "child's educational rather than medical well-being as the focus of physical therapy intervention." 11 Although attempts have been made by the AAHPER and by the APTA to clarify roles within each profession, role confusion continues to exist between the physical therapist and the adapted physical educator. Little has been done to examine the tasks of these professionals in serving the needs of the special child. What tasks, if any, should be performed uniquely by one group? What tasks can be performed by either group? Where services may overlap between professionals, roles may conflict. Some authorities believe conflict results in productivity, allows for creativity, and serves as a stabilizing rather than a destructive force. 12, 13 In contrast, others believe conflict results in a lack of professional growth, a loss of interest in one's work, and a decrease in the effectiveness of performance.
10,14 Whether conflict is useful or destructive, recognition of role conflict or overlap in function must accompany identification of areas of unique practice. This process is a prerequisite to close communication between the two disciplines.
We conducted our study to identify areas of uniqueness and of similarity between the tasks of physical therapists and of adapted physical educators serving the educational needs of the handicapped population. The data should not only provide information to help delineate the role definitions further for each of these professionals, but should also begin the process of identifying, for the professions and for the educators, those role responsibilities that are best served by one profession, those that can be served by either, and those that are appropriately performed by both. The ultimate goal is integration of professional skills to meet the educational needs of the children productively and cost-effectively.
METHOD Subjects
We mailed a questionnaire to a random sample of 250 physical therapists and 250 adapted physical educators chosen from nationwide mailing lists provided by the APTA and by the AAHPER. Information was elicited on the work experience of the adapted physical educator and the physical therapist in the public school setting. Returned questionnaires were to be included in the study only if the respondent was either an adapted physical educator or a registered physical therapist, was employed in the public school during the academic year 1981 to 1982, had a minimum of one-year paid work experience in this setting, was employed a minimum of 12 hours a week in the public schools, and had a caseload consisting of at least 25% of children with special needs.
Questionnaire
The questionnaire presented nine role responsibilities for the adapted physical educator and nine for the physical therapist, derived from the APTA, 10 the AAHPER, 8 and the Massachusetts Department of Education publications. 15 On the questionnaire, each role item for the adapted physical educator as defined by the literature was followed by a physical therapist role item. Each respondent was asked to rate the role responsibility according to its appropriateness for each of the two professions. We used a scale of 1 to 7 with 1 as the most appropriate and 7 as the least appropriate. Ten physical therapists and 10 adapted physical educators from the Boston area (none was involved in the main part of the study) were asked to participate in a pilot study. Six weeks later, a reevaluation was carried out to establish test-retest reliability.
The first mailing included the questionnaire, a cover letter with a deadline date, and a stamped return envelope. After 21 days, we did a second mailing and gave a revised deadline date.
Data Analysis
For each of the 18 items, four means and standard deviations were computed: the physical therapists' rating of the item as appropriate to physical therapists, the physical therapists' rating of the item as appropriate to adapted physical educators, the adapted physical educators' rating of the item as appropriate to physical therapists, and the adapted physical educators' rating of the item as appropriate to the adapted physical educators.
For statistical purposes, we used two independent variables-group (physical therapist vs adapted physical educator) and perceived role (perceived physical therapy role and perceived adapted physical educator role). Therefore, for each of the 18 dependent variables (the role responsibilities), we computed a two-way analysis of variance (ANOVA) with one repeated measure. Disagreement about perceived roles between groups would be indicated statistically by a significant interaction between the two independent variables. If there was no significant interaction, both groups might agree that the responsibility belonged to one group as opposed to the other (a main effect for perceived role) or might agree that either group could fulfill the role (no significant main effect).
RESULTS
Six-week test-retest reliability with Pearson product-moment correlations ranged from r = .81 to r = 1.00 on the 36 items (18 responsibilities rated once in items of the physical therapy role and once in items of the adapted physical educator role), with a mean test-retest correlation across all items of r = .94. The instrument therefore demonstrated strong testretest reliability.
Of the 500 questionnaires mailed, 340 were returned (68%); 109 questionnaires met the criteria and were used for this study. Most of the eliminated respondents had not worked in the public school setting during the academic year 1981 to 1982, or their caseload consisted of less than 25% of children with special needs. The study sample included 79 physical therapists and 30 adapted physical educators.
Background data revealed that the adapted physical educators had more experience in the public schools than the physical therapists. Seventy percent of the adapted physical educators had worked more than five years, but only 33% of the physical therapists had worked more than five years (Tab. 1). Most respondents (87% of the physical therapists, and 98% of the adapted physical educators) worked 17 to 40 hours a week. The remainder (13% of the physical therapists and 3% of the adapted physical educators) worked over the required 12 hours but no more than 16 hours a week. The physical therapists had a larger caseload of children with special needs than the adapted physical educators (97% and 70%, respectively) (Tab. 2).
Although the questionnaire defined the low end of the 7-point scale as a strong response and the high end as a weak response, these values were reversed for statistical analysis. Therefore, a relatively large mean number on the 1 to 7 scale reported in the study (Tabs. 3-5) indicated that respondents thought that this item was highly appropriate for a role and a relatively low mean score indicated that the item was relatively less appropriate.
We
adapted physical educator group responded similarly on the role appropriateness of the task. Five of these 8 items showed a main effect; both groups agreed the task belonged to one profession more than to the other. Three of the 8 had no main effect; both groups agreed the task could be performed by both professions.
We found significant interactions between groups and perceived roles on the remaining 10 items. A statistically significant interaction indicated that the two groups did not respond similarly to the role appropriateness of the task. In 6 of the items showing an interaction (Tab. 4), both groups tended to regard the task as a physical therapy role responsibility but differed in the perceived degree of appropriateness. The physical therapists responded to the task as much more the role of the physical therapists than the role of the adapted physical educator, whereas the adapted physical educators did not make such a large distinction between the two professions. The nature of the other four statistically significant interactions was somewhat different (Tab. 5). Both groups saw "motor experiences/cognition" and "motivation techniques" as the characteristics of the adapted physical educators' roles. The physical therapists viewed themselves, however, in a stronger backup role than the adapted physical educators viewed them. For the final two items, the adapted physical educator group perceived "in-service" and "evaluation" as equivalent role responsibilities for each group, whereas the physical therapy group saw both tasks as more appropriate to the physical therapists. Table 3 defines each of the role responsibilities we discuss. In these eight role responsibilities, the two groups agreed on the relative contributions to be made by each group. In three of these, the physical therapy group and the adapted physical educator group agreed that either profession was capable of performing "strengthening/endurance," "manipulative skills," and "community education." In these three areas, both professions can be most effective if they work together and reinforce each other so that educational objectives of the disabled child are achieved.
We found a consensus that "range of motion" and "educate student" were predominantly activities appropriate for the physical therapist; however, the adapted physical educator could apparently also perform these two tasks but to a lesser extent. The two groups associated "accept limits within a group" as the role responsibility of the adapted physical educator but assigned some responsibilities to the physical therapist as well. In these latter three tasks, one profession was considered as most appropriate, and the other could be considered as an effective backup support system. Both groups strongly identified the tasks "sports/social development" and "promote social maturity" as appropriate to the adapted physical educator and not to the physical therapist. Both these tasks use group situations to achieve the educational objectives for the child with special needs. The use of a group situation appears to be a distinguishing factor in the role of the adapted physical educator.
Role Responsibilities with Significant Interactions (Role Discrepancies)
Tables 4 and 5 define the 10 role responsibilities we discuss. We found 10 role responsibilities in which the two groups did not agree on the relative contributions to be made by each group. In six of the activities, the physical therapists strongly associated the role with themselves (X > 5.0) and ascribed little contribution to the adapted physical educator (X < 3.5). These activities were "positioning," "ambulation," "activities of daily living," "transfer skills," "adaptation of environment," and function as a "medical liaison." On the other hand, the adapted physical educators rarely discriminated strongly; they tended to credit both groups as at least moderately appropriate for each of these role behaviors (means ranged from a minimum of 3.4 to a maximum of 5.7 for either profession).
In the two activities, "in-services" and "evaluation," the physical therapists again staked out strong claims of responsibility (X > 6.0) but gave more room for contributions by the adapted physical educators than in the previous six (X > 4.0). The adapted physical educator group saw these activities as essentially equivalent role responsibilities. In the last two activities, "motivation techniques" and "motor experiences/cognition," the adapted physical educators took a stand on these activities as most appropriate for themselves. The physical therapy group supported that contention, but not as strongly.
Generally, the physical therapists appeared somewhat more possessive in assigning the given role responsibilities. This approach may indicate a lack of transition from the medical to the educational model. Conversely, the adapted physical educators rarely drew strong distinctions between the two professions. They appeared to see the two groups as equals, that is, both capable of performing the activities. The perceived discrepancy in the relative appropriateness of role responsibility is likely to be a result of poor communication between the professions and a lack of knowledge about the education and training of each profession. Even though the physical therapists and the adapted physical educators perceived many of their roles dissimilarly, they endorsed some contribution by both professions. Each of the professions' skills must be recognized and used so that the handicapped child obtains maximum benefit from the two services.
A limiting factor in this study was the relatively small sample of adapted physical educators (30). Although an equal number of physical therapists and adapted physical educators were surveyed, fewer adapted physical educators returned their questionnaires. The sample of adapted physical educators, therefore, may be less representative of that population.
CONCLUSION
The role responsibilities of the physical therapists and the adapted physical educators in the education of the handicapped, as defined by their respective associations, require some revisions. The two groups agreed on the appropriateness of the role for one group or for both in only 8 of the 18 tasks. In the majority of tasks, a statistically significant disagreement regarding the relative contribution of the two professions existed. This study does not conclude that the perceived role specialization or the perceived role overlap is either good or bad. When two groups disagree about each other's relative role responsibilities, however, a need exists to foster communication so that both groups can work together. A desirable goal would be fewer discrepancies between the professional groups in terms of their mutually perceived roles.
The data of this study should make a contribution toward resolving the confusion in role responsibilities between the adapted physical educator and the physical therapist. The handicapped child would, thereby, obtain maximum benefit from the two services in productive and cost-effective environments. Future research might focus on methods devised to enhance communication and understanding between the two groups and between other groups who work in school settings. Noting how the perceived roles of different professional groups evolve in the future because of trends in legislation and professional education will be interesting. This study has provided methodology that could be used in the assessment of role specialization and role discrepancy between professional groups.
